SUPRAPUBIC RETROCYSTIC EXTRAPERITONEAL 
RESECTION OF THE SEMINAL VESICLES, 
VASA DEFERENTIA, AND HALF 
OF THE BLADDER. 1 

By HUGH H. YOUNG, M.D., 

01? BALTIMORE, 

HEAD OF THE DEPARTMENT OF GENITO-URINARY SURGERY, JOHNS HOPKINS 
HOSPITAL DISPENSARY. 

Report of Case. —T. C. H., aged forty-eight years, married, 
was admitted to the Johns Hopkins Hospital on account of fre¬ 
quency of urination accompanied by pain. Inquiry revealed no 
family history of tuberculosis, nor of cancer. He had had 
chicken-pox and scarlet fever; no typhoid; no lung trouble. 
Until present illness had been generally healthy. No venereal 
history; has a child fifteen years old. He slates that twenty- 
two years ago he suffered with pain in perineal region, when he 
saw Dr. Agnew, who told him his prostate was laterally enlarged, 
and prescribed sitz-baths. No difficulty in urination present 
then. This trouble lasted three or four weeks, after which he was 
well for five years. He then had another spell, characterized by 
pain in the region of the anus and a constant desire to defecate, 
but not by urinary trouble. This lasted three weeks. Sitz-baths 
again given. After that the patient was perfectly well, except 
whenever he took cold, when he would have a little trouble in the 
prostatic region. No fistula formed. No increased frequency of 
urination, no blood, no dysuria. 

Present illness began, he thinks, December, 1897, with fre¬ 
quency of urination and burning. No difficulty in voiding, no 
blood, no fever, no chill, no calculus. He thinks it followed a 
cold and hard work. Trouble slowly but continually increased 
in severity for six mouths, during which time his work was 

1 Read before the Johns Hopkins Hospital Medical Society, June 4, 
1900. 
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laborious. His symptoms then were frequent and painful urina¬ 
tion (three or four times at night). Improvement followed a 
little vacation, but again symptoms gradually got worse. 

In August, 1898, patient saw Dr. Tyson, who sounded the 
bladder and examined the urine, made a diagnosis of cystitis, 
and prescribed ergot, fifteen minims, t. i. d. During the next fall 
and winter the symptoms got much worse. In November the right 
testicle began to swell, beginning as a small nodule at lower end, 
in which there was very little pain, but simply at times a slight 
aching. The nodule gradually increased in size. 

In January, 1900, lie became a patient of Dr. Ball, who sus¬ 
pected tuberculosis, the diagnosis of which was confirmed by Dr. 
Coplin, who found tubercle bacilli in the urine. Injections of 
iodoform were prescribed. At this time the patient was urinating 
about every half-hour. In August, 1899, castration was per¬ 
formed on right side. The “ testicle” was then the size of an egg, 
but there was no fistula present. Since then the patient has 
voided about once an hour; a great deal of pain accompanying 
and being greatest at the end of urination. There was never a 
marked hatmaturia, only small clots of blood being passed occa¬ 
sionally. An evening pyrexia with an aching pain in the back 
was often present. 

Status Pmscns. —The patient urinates about every hour night 
and day. There is considerable pain at the end of urination, 
located, he thinks, in the prostate. He now weighs 119 pounds 
and has not lost much since the beginning. His appetite is always 
fine, but he has had to take cascara regularly on account of con¬ 
stipation. 

Examination of Urine , April, /poo.—Urine obtained after 
irrigation of anterior urethra (sent by mail). Very purulent, 
acid; tubercle bacilli present in fair number. 

Physical Examination, May 16. —A thin, pale man. Lungs 
clear; heart normal; abdomen soft. Kidneys not palpable nor 
tender. Spleen not palpable. No tenderness over region of 
bladder. 

Gcnilo-Urinary Examination. —Penis normal in appearance, 
no discharge. Right testicle absent. Stump of cord felt just 
below external ring; rather hard, about one centimetre in diame¬ 
ter, but not tender. Left testicle; epididymis and vas apparently 
normal. 
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Cystoscopic Examination under Chloroform. —Catheter 
passed easily. After about fifty cubic centimetres of fluid had 
been forced into the bladder, efforts at expulsion began; but no 
haemorrhage occurred. After frequent irrigations and more force, 
too cubic centimetres were passed into the bladder at a time, but 
some bleeding was produced in so doing. Very many washings 
were required before cystoscopy cotdd be done, and even then 
the fluid was clouded, and the examination therefore not perfectly 
satisfactory. The small size of the bladder also greatly interfered. 
The mucosa in the region of the vesical orifice looked normal. 
The trigone was thrown into folds, looked irregular and con¬ 
tracted, but no disease was present. The ureteral orifices were 
not found, owing probably to the absence of the usual landmarks. 
Very little time could be given, however, to search for them. 
Behind the region of the ureteral openings the mucous membrane 
was much congested, thickened, thrown into folds and inflamed; 
but this could only be examined for a short distance, owing to 
the contracture of the bladder and the consequent inability to see 
the posterior wall and vertex, where the disease was apparently 
localized. The patient took anrcsthesia badly, but his recovery 
from it was rapid. 

Rectal Examination. —No htemorrhoids, no ulceration of 
rectum, nor fistula found. Prostate about normal in size, smooth, 
symmetrical, soft, not tender and not nodular; apparently not 
diseased. At the upper end of the prostate is an irregular, hard 
nodular mass, more extensive in the region of the right seminal 
vesicle and vas, but also evident on the left side, the two masses 
being connected by softer median tissue. There is no tenderness, 
nor fluctuation present, and the superjacent bowel is not ad¬ 
herent. The vasa deferentia and seminal vesicles are not indi¬ 
vidually distinguishable. 

Urine. —Acid. Moderately cloudy. No albumen in filtered 
specimen. Microscopically, pus cells. 

Remarks. —The disease was apparently localized to the vasa 
deferentia, seminal vesicles (possibly only the right), and the 
posterior wall and vertex of the bladder. There seemed to be 
scant hope of being able to perform the operation necessary to 
remove the diseased structure, owing to the weakness of the 
patient. 

Operation, May 17.—Chloroform and ether. Suprapubic 
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cystotomy; cystoscopy through suprapubic wound. Disease 
found to involve the entire posterior wall and vertex. Dissection 
of peritoneum from bladder; separation of rectum from base of 
bladder; excision of seminal vesicles and vasa deferentia out as 
far as the abdominal rings; excision of upper posterior half of 
bladder. Complete closure of bladder; retained catheter; supra¬ 
pubic drainage. 

A median suprapubic incision was made. The peritoneum 
extended down as far as the symphysis covering and closely ad¬ 
herent to the vertex of the bladder, which was greatly thickened 
and much contracted. A small incision was made into the blad¬ 
der, a Nitze cystoscope inserted through it, and a careful examina¬ 
tion made, the bladder being kept clean by a stream of water 
through the urethra. This cystoscopic study was more satis¬ 
factory than the one previously done through the urethra, and 
showed the vertex of the bladder contracted into a long funnel 
shape, and the mucous membrane deep red in color, with quite 
a number of ragged ulcerations scattered about its surface. 

The trigone was so irregularly contracted that the nrcters 
could not he found, hut the disease was apparently localized back 
of this region. On account of the extent of the disease on the 
posterior wall and vertex, it was deemed advisable to close up and 
not attempt a radical operation; but as the patient’s physician, 
Dr. Ball, thought that death during the operation would he pre¬ 
ferable to the patient and his wife, than existence in his previous 
condition, it was decided to attempt it. Knowing that the opera¬ 
tion would he bloody and tedious, an intravenous transfusion of 
salt solution was begun by Dr. Pancost. This was continued 
throughout the operation. The peritoneum was slowly dissected 
from the posterior wall of the bladder. In order to get sufficient 
room for operative manipulation, it was found necessary to divide 
the rectus muscle on each side, transversely, about three inches 
above the symphysis. When the region of the ureters was 
reached, an attempt was made to cathcterizc them; but, although 
the bladder had been freely opened, it was impossible to find the 
left ureter owing to the irregular contracture of the mucosa in 
the region of its orifice, and only after a protracted search was 
the right ureter located and the catheter inserted. It was then 
found that the upward traction of the bladder (for exposure of 
the posterior surface of the base) had entirely changed the direc- 
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tion of the ureters, which, instead of lying in juxtaposition to 
the bladder wall for some distance, ran directly upward, meeting 
it at right angles. Another interesting feature was the discovery 
that the vasa defcrentia were apparently more closely adherent 
to the peritoneum than the bladder wall, and were carried back 
with it by the dissection of this membrane from the bladder. 
They were not encountered until the seminal vesicles were 
reached, when it was very easy to trace them out to the internal 
ring on each side and divide them at these places. 

The rectum having been pushed back from the bladder, the 
hard, irregular mass of the seminal vesicles was freed from sur¬ 
rounding adhesions, and then cut off close to the upper end of the 
prostate and removed in one piece with the vasa defcrentia, 
'which had been followed out to the abdominal rings and cut off 
there. (See Fig.) Several fusiform cheesy nodules were to be 
seen in the right vas, and the mass of vesicles and vasa below 
contained caseous masses. About one-half of the bladder was 
then excised, the incisions, including the entire posterior wall 
and vertex of the bladder, being carried very close to the ureteral 
orifice on each side and extending forward to the anterior wall. 
Owing to the extensive area of the disease, very little margin 
could be given it, and it was questionable whether the removal 
had been complete in the left half, but subsequent examination 
seems to show that it was. 

The bladder was then closed with interrupted silk sutures, 
placed about one centimetre apart. No reinforcing sutures were 
used owing to the length of the operation and necessity for haste. 
Gauze drains were placed in the prevesical space around the very 
diminutive bladder which was left. The divided ends of the rec¬ 
tus in each side were approximated as well as possible with silver 
sutures. Considerable difficulty was experienced owing to the 
tearing apart of the muscle fibres, a mishap which could not be 
prevented by including the fascia in the sutures. On the left side 
the incision had been made in the linea transversa, and better ap¬ 
proximation was secured. 

Htcmorrhage was never an alarming feature, the vessels 
being clamped and oozing areas controlled by gauze packs. 

The operation had been so prolonged by efforts to find and 
cathetcrize the ureters, and then to locate the vasa defcrentia, 
that the total amount of blood lost was considerable; and had it 
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not been for the simultaneous intravenous transfusion which 
was kept up to the end of the operation (2300 cubic centimetres 



Photograph of the vasa dcfcrentia and seminal vesicles removed in one 
piece, with some intervening tissues. The vesicles have been much 
changed and matted together by disease, so that they came out in one 
mass and cannot be separately distinguished. The atrophy of the 
right vas is well shown. 

of salt solution being injected), I feel sure the patient would not 
have survived the ordeal. The facial color at the end was very 
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pale and of a peculiar slightly bluish hue, a very uncomfortable 
picture, but the pulse was reassuring, being only 120 and of fairly 
good quality. 

At the end of two weeks there is for the first time a leakage 
from the bladder. Patient is doing well. 

Pathological Report .—Specimens consist of (1) a piece of 
the urinary bladder; (2) the seminal vesicle and vasa deferentia 
removed in one piece. 

(1) The bladder specimen when spread out flat measures 
eight and one-half by five centimetres and is nearly two centime¬ 
tres thick. The mucous surface, which has been greatly changed 
by handling during operation, presents a mottled, dark-red, irreg¬ 
ular surface, with here and there shallow depressions of a dirty 
gray color. After some search, three cavities, the openings of 
which were not visible before, are found,—one about five millime¬ 
tres in diameter and deep; another, about one centimetre in 
diameter and five millimetres deep; the other smaller and irregu¬ 
lar. These do not look like typical ulcers; the edges are not 
indurated, and are a little undermined; the surface of a dirty yel¬ 
low but not of a sloughy appearance. No extensive ulcers or any 
superficial or deep tubercles to be seen. No cheesy material. 

(2) The mass of vesicles measures six by four by two centi¬ 
metres, and to this is attached the two vasa deferentia, each about 
sixteen centimetres long. The right is small, atrophic, but has a 
distinct nodular swelling about its middle, containing cheesy ma¬ 
terial, The left vas is about normal in appearance and size. The 
vesicles are so matted together and changed as to be indistin¬ 
guishable from each other, forming an irregular nodular mass. 
On section several fairly large caseous abscesses are cut into. 

Methods of Reaching the Seminal Vesicles. —In 
the Journal of Cutaneous and Genito-Uriuary Diseases for 
December, 1899, Bolton has presented a very interesting 
paper on “ the operative routes to the seminal vesicles.” The 
author details a case of tuberculosis of the epididymis and vas 
deferens in which, after castration, an attempt was made to 
remove tile entire vas through an enlarged inguinal incision. 
It was found possible to follow and remove the vas back to the 
point where it winds around the ureter, but further than this 
it was impossible to go. He therefore decided to adopt the 
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sacral method, using the Rydygier incision, making a lateral 
flap of the fifth sacral vertebra and coccyx, and exposing the 
prostate by pushing the rectum to one side. The wound was 
quite deep, but the vas and vesicle were easily removed, both 
being normal at that point of junction with the prostate. 

In discussing the routes by which the vesicles may be 
reached, Bolton says they are three in number,—the inguinal, 
the perineal, and the sacral. 

The inguinal has been shown to be impracticable. The 
perineal he thinks unsatisfactory because the vas cannot be 
followed except for a short distance, and, owing to the depth 
of the wound, the vesicle and vas can only be extracted forci¬ 
bly by means of forceps. 

In reference to the sacral route be says, “ The advantage 
of this method over both the inguinal and perineal operations 
consists in the fact that all the steps are carried out directly 
under the eye, and that there is therefore little risk of acci¬ 
dents peculiar to operations done chiefly in the dark and by 
touch alone.” 

All three routes mentioned by Bolton are, of course, inap¬ 
plicable to cases such as the one here recorded, in which tuber¬ 
culous disease of some portion of the bladder coexists. Unless 
a cystoscopic examination has shown the bladder to be free 
from disease, the method employed by us would seem to be 
the better method, as giving an opportunity for carefully 
examining the bladder and the removal of any localized area 
of tuberculosis. 

I11 our case the extensive involvement of the vertex and 
posterior wall rendered the peritoneum very adherent over a 
large area; but, although the separation of the peritoneum 
from the bladder was tedious, there was never much danger 
of tearing through it. 

It would therefore seem that in cases with little or no 
bladder involvement it would be very easy to reach the vesicles 
by this route. 

Forcible upward traction of the bladder materially aids 
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in this process, and brings the region of the vesicles well up 
towards the abdominal wound. 

Spveral minor points in technique became evident during 
the operation and may be enumerated as follows: It is well 
not to carry the dissection of peritoneum too far to each side, 
i.e., to confine it more or less to the median line, as by doing 
this one may avoid dividing many of the nutrient arteries of 
the bladder. Another advantage is that by so doing one need 
have little fear of dividing the ureters, as they are separated by 
a distance of two inches or more. 

The upward traction on the bladder also makes the course 
of the ureters more evident by putting them on tension, ele¬ 
vating them from their usual deep location between the blad¬ 
der and rectum, and causing them to join the bladder at right 
angles rather than obliquely. Preliminary catheterization of 
the ureters is hardly necessary if these points be borne in mind. 

It seems much easier to locate the vasa deferentia low 
down near where they join the vesicles, from which point it 
is an easy matter to follow them out to the abdominal rings. 
In our case much time was wasted trying to find the vasa 
deferentia high up, where, owing to the fact that they were 
carried back from the bladder with the peritoneum and were 
surrounded by the subscrous fat, they were hard to find. In 
cases of single or bilateral testicular tuberculosis, it would 
probably be well to perform castration in the groin under 
cocaine before administering a general anaesthetic. 

When the prostate is definitely involved and the posterior 
wall of the bladder not involved, the operative problem is 
considerably changed, and, unless the disease be localized to 
the upper posterior part of the prostate, the retrocystic opera¬ 
tion would not be appropriate. 

I have under observation now a case of tuberculosis of 
both epididymes, seminal vesicles, and prostate with limited 
ulcerative condition of the left antcro-lateral wall of the blad¬ 
der adjacent to the vesical orifice, and hope to gain his consent 
to an operation for a complete removal of the disease by an 
operation in front of, rather than behind, the bladder. In 
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this case, an appropriate plan would seem to be to seize the 
prostate through a suprapubic wound with vulsellum, divide 
the membranous urethra, and, drawing the prostate upward 
and backward, to dissect out the vesicles and vasa, and, 
dividing the latter either above or below, to withdraw them 
from around the ureters. Sufficient of the neck of the bladder 
could then be removed and the cavity left to close around a 
permanent catheter, or possibly an attempt be made to dimin¬ 
ish the vesical opening and draw it down towards the triangu¬ 
lar ligament by sutures. Such an operation, I feel sure, would 
be perfectly feasible, and leave a functionating bladder. 

In cases of tuberculosis of the seminal vesicles, with or 
without disease of the cpididymcs, but without involvement 
of the prostate and anterior part of the bladder, I believe the 
disease can be more easily and completely removed by the 
method I have employed in the case here reported than by any 
of the methods now in vogue. 



